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Abstract
This cross-national study examined the mental health between those individuals
working and those not working nine months post initial COVID-19 social distancing
implementation. Respondents (N¼3,474) were recruited through social media (e.g.
Facebook, Twitter) and completed an online survey in October/November 2020. The
respondents were from Norway, the UK, the USA and Australia. The mental health of
those working and not working were analysed using t tests and socio-demographics
were compared using one-way analysis of variance. Respondents who were working
were significantly more likely to experience better mental health, were younger,
report higher levels of education, and significantly less likely to worry about their
own situation, health or financial situation than respondents who were not employed.
Respondents who were retired reported better mental health than respondents who
were not working for other reasons (laid off/dismissed, receiving benefits, studying,
other). These findings raise the importance for social workers and other health service
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providers to monitor the overall mental health of individuals especially when social
distancing protocols are in place and as countries begin to recover from the
pandemic.




The emergence of theCorona Virus Disease 2019 (COVID-19) pandemic
has brought unprecedented efforts in many countries to implement so-
cial distancing practices that over time are creating changes to how peo-
ple engage with others and carry out the usual day-to-day activities. For
example, some of the changes happened in work practices and social
networking opportunities for individuals (Mathur, 2020; Saxena and
Gautam, 2020). These social distancing practices resulted in workers
self-isolating when experiencing COVID-19 symptoms, closure of ‘non-
essential’ workplaces, closure of day-cares, schools and universities and
bans on large gatherings (WHO, 2020). Many countries also enforced
‘stay-at-home’ orders or ‘lockdowns’ to combat the spread of COVID-
19. It is critical for social work professionals, as well as, other service
professionals to explore how mental health is affected by the prolonged
social distancing changes and economic uncertainty. Economic uncer-
tainty for many individuals places them at high risk for mental health
problems (Godinic et al., 2020). Understanding these changes in work
status and mental health will provide the needed information on devel-
oping social service supports and services to mitigate the impact on
one’s mental health of prolonged social distancing practices. In a previ-
ous study, Gostin (2006, p. 1702) found that ‘social separation, particu-
larly for long durations, can cause loneliness and emotional detachment,
disrupt social and economic life (education, trade, business) and infringe
individual rights’.
Recent investigations uncovered an increase in employee’s focus on
workplace wellness over financial compensation when considering reten-
tion of workers (Rodriguez-Sanchez et al., 2020). The COVID-19 pan-
demic has disrupted work-life balance, especially as work settings and
environments have changed to increase safety measures. Guidelines in
many communities recommend that employees work remotely, when
possible, to reduce physical interactions and prevent spread of the
infection.
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The COVID-19 pandemic impacts employed and non-employed indi-
viduals in unique ways. Feelings of mental distress have been reported
due to isolation and fear of economic security (Saxena and Gautam,
2020; Siddiquei and Khan, 2020). Earlier studies have found that for
non-employed individuals, changes in financial stability and falling into
financial debt increase social isolation, depression and anxiety (Godinic,
Obrenovic and Khudaykulov, 2020). Suicide risk is elevated when indi-
viduals are not employed (Kawohl and Nordt, 2020).
For individuals who are employed in diverse work environments, un-
derstanding how the mental health of workers is affected by where they
work is vital, whether primarily at home or primarily at the workplace.
Although early studies during the COVID-19 pandemic identified no in-
crease or decrease in stress levels from people in the workforce during
the first ninety days of required social distancing, as restrictions are pro-
longed, reassessing the mental wellness of individuals is critical (CPA
Practice Advisor, 2020; Østertun Geirdal et al., 2021). In these early
studies, some workers were finding that working remotely was a positive
experience, whilst some workers expressed a desire to return to the of-
fice/workplace even if there is a higher risk of contracting COVID-19
(Mathur, 2020). Since the COVID-19 social distancing protocols and
work setting changes have now been in place for over nine months, it is
important to explore if the early studies’ findings regarding mental
health are still relevant for both those employed and those unemployed
(Sasaki et al., 2020).
For social work as one of the essential professions providing mental
health and substance abuse services during the COVID-19 pandemic,
understanding how the mental health of individuals who are working or
not working is affected may help to better target services for these
populations.
The study aims to explore the differences in mental health between
those working and those not working nine months post the initial
COVID-19 social distancing implementation in four Western countries
(Norway, UK, USA and Australia).
Methods
Design and procedures
This study employed a cross-sectional survey design. Respondents were
recruited using social media (e.g. Facebook) where a link to the survey
was provided. Respondents were from four Western countries (Norway,
UK, USA and Australia). Data collection occurred from 24 October un-
til 29 November 2020. Each participating university created a site for
the survey data collection: OsloMet—Oslo Metropolitan University,
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Norway; University of Michigan, USA; Northumbria University, UK;
and the University of Queensland, Australia. The project lead was from
OsloMet in Norway but each participating country also identified a lead
researcher for the study. The survey was simultaneously co-developed
by the researchers in two languages, Norwegian and English, and was
based on a previous survey conducted by the research group in the early
phase (April 2020) of the pandemic outbreak (Østertun Geirdal et al.,
2021; Ruffolo et al., 2021). Researchers addressed not only language but
also cultural variations in the development phase of the survey. This in-
cluded ensuring that the survey items would convey the same meaning
in each language and that the items reflected culturally embedded phras-
ing that would be appropriate in each language.
Inclusion and exclusion
The inclusion criteria for the study were broad. Any respondent of eigh-
teen years or older could participate if they could access the electronic
survey and could read—Norwegian or English. Respondents who did not
live in Norway, USA, UK or Australia were excluded from the study.
Measures
Socio-demographic characteristics
Socio-demographic variables included ‘gender identity’ (male, female,
other, prefer not to respond); ‘highest completed education level’ (high
school, associate/technical degree, bachelor’s degree, master’s degree,
doctoral degree); ‘age group’ (twenty-four years or less, twenty-five to
thirty-four years, thirty-five to forty-four years, forty-five to fifty-four
years, fifty-five to sixty-four years, sixty-five to seventy-four years, sev-
enty-five years and above); ‘employment status’ (working or not work-
ing); ‘employed current work situation’ (work primarily at home, work
partly at home and partly at workplace, work primarily at workplace);
‘work settings’ (health care, trade industry, e.g. retail); ‘construction in-
dustry’ (e.g. building houses); ‘education, other critical functions’ (e.g.
government, police, fire; other work setting); and ‘current reasons for
not employed’ (temporarily laid off, dismissed or fired from job, retired,
recipient of disability benefits, on medical leave, recipient of worker’s
compensation, on parental leave, student, other).
Pandemic concerns related to health, finances and the future
Pandemic concerns related to health, finances and the future were
assessed with three separate items. Each item was phrased: ‘During the








/bcab177/6354859 by guest on 19 August 2021
ongoing COVID-19 pandemic, are you worried about. . .’ followed by
‘your own health’, ‘your own financial situation’ or ‘the future’.
Respondents used a rating scale for each item, indicating not at all (0), a
bit (1), pretty much (2), very much (3) and extremely much (4).
Mental health measures
General Health Questionnaire (GHQ-12). GHQ-12 is a self-report mea-
sure of mental health (Goldberg et al., 1997; Goodwin et al., 2013).
Several large studies of adults in the general population and in work
populations support the validity of this measure (Firth, 1986; Adlaf
et al., 2001; Gorter et al., 2008; Aalto et al., 2012; Goodwin et al., 2013).
Six items of the GHQ-12 are phrased positively (e.g. ‘able to enjoy day-
to-day activities’), whilst six items are phrased as a negative experience
(e.g. ‘felt constantly under strain’). On each item, the person indicates
the degree to which the item content has been experienced during the
two preceding weeks, using four response categories (‘less than usual’,
‘as usual’, ‘more than usual’ or ‘much more than usual’). Items are
scored between 0 and 3, and positively formulated items are recoded
prior to analysis. As a result, the GHQ-12 scale score range is 0–36, with
higher scores indicating poorer mental health (more psychological
distress). The Cronbach’s a was 0.88 for this measure.
Psychosocial Well-being (PSW). Consisting of ten items the PSW mea-
sure captures—an individual’s psychological experience of well-being.
The ten items include five positive and five negative statements. A score
of 1 indicates the highest well-being and a score of 5 the lowest well-be-
ing (Kaasa et al., 1988). The five positive statements responses are re-
versed scored and then the total score is calculated by averaging the
scores on the ten items. The Cronbach’s a was 0.81 for this measure.
Loneliness scale. Six statements measure loneliness on The Loneliness
Scale (de Jong Gierveld and van Tilburg, 2006). Each statement is rated
on a discrete scale from 0 (totally disagree) to 4 (totally agree). The
Loneliness Scale measures overall loneliness as well as social loneliness
(e.g. ‘There are plenty of people I can rely on when I have problems’)
and ‘emotional loneliness’ (e.g. ‘I experience a general sense of empti-
ness’). The scale in prior studies supports a two-factor solution as the
best fit and the six statements contribute to two different scales reflect-
ing the social and emotional aspects of loneliness, respectively (de Jong
Gierveld and van Tilburg, 2006; Bonsaksen et al., 2019). For the social
loneliness scale and the emotional loneliness scales, score range is 0–12
with higher scores indicating more loneliness. The overall measure of
loneliness is also used by combining all six items in one scale (score
range: 0–24). Cronbach’s a in this study were 0.88 for social loneliness,
0.70 for emotional loneliness and 0.80 for overall loneliness.
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Statistical analysis
The overall sample of those working and those not working, as well as
for each country sub-sample were analysed. For categorical variables,
frequencies and percentages were used. To explore overall differences in
proportions between groups the chi-square test was used. Means and
standard deviations (SDs) were used to describe the continuous varia-
bles. Independent t-tests were employed to assess differences in mental
health (GHQ-12, PSW and loneliness (emotional loneliness, social lone-
liness, overall loneliness)) between respondents who were working and
those who were not working. Effect sizes capture the standardized mean
differences between two groups and were calculated using Cohen’s d. A
small effect size is about 0.20, a medium effect size is about 0.50, and a
large effect size is about 0.80 or above (Cohen, 1992). One-way analyses
of variance (ANOVAs) were conducted for respondents who were work-
ing by country and type of work (primarily remote, partly remote and
partly at the workplace, primarily at the workplace) and age. The
ANOVAs were also conducted for respondents who were not working
by country. The dependent measures included the three measures of
mental health. Post hoc analyses used Bonferroni post hoc test.
Ethics
The researchers followed all relevant regulations concerning ethics and
data collection and protection. The data collected from respondents
were anonymous. Each researcher sought and received approval to con-
duct the study in their respective countries: Norway (OsloMet (20/
03676) and the regional committees for medical and health research
ethics (REK; ref. 132066)), USA (University of Michigan Institutional
Review Board for Health Sciences and Behavioral Sciences
(HUM00180296)), UK (Northumbria University Health Research Ethics
(HSR1920-080)) and Australia (HSR1920-080 2020000956).
Results
Respondents
The socio-demographic characteristics of the total sample by work and
not work status and by country are presented in Table 1. Overall, 2,300
(69 percent) respondents reported working and 1,056 (31 percent)
respondents reported not working. Similar to the overall sample results,
within each country, significant differences (p < 0.001) emerged between
respondents working and respondents not working in level of education
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and age. Respondents less than sixty-four years were more likely to be
working than those respondents sixty-five years of age or older. In terms
of level of education, those respondents with more education were more
likely to be working. In terms of pandemic concerns, respondents who
reported working were significantly (p < 0.001) more likely to not worry
or worry just a bit about their own situation, their own health, their fi-
nancial situation and the future than those who were not working in
Norway, UK and the USA. All countries had a variation of lockdown or
stay-at-home orders to work remotely, if possible, when the data collec-
tion occurred.
Table 2 identifies how work situations have changed for respondents
who were working across countries, the types of settings that respond-
ents worked and reasons for not working. Significant differences (p <
0.001) between countries surfaced for current work situations. In all four
countries, the proportion of respondents who worked were more likely
to work at the workplace (and not primarily remote, or partly remote
and partly at workplace) except in the UK, where 62.6 percent worked
primarily at home. In terms of work settings, health care, education and
other categories were identified as the primary settings for Norway, the
USA and Australia, whilst education surfaced as primary for the UK.
Reasons for not working were significantly different (p < 0.001) across
the four countries. In Norway, 32.7 percent of respondents who were not
working received disability benefits, whilst only 3.6 percent in the UK,
2.1 percent in the USA and 3 percent in Australia did. In the UK, 34.7
percent were students, whilst only 0.8 percent in Norway, 18.2 percent in
USA and 20 percent in Australia were. In the USA, 39.5 percent of the
respondents not working were retired, whilst in Norway no respondents
were retired, 22.3 percent were retired in the UK and 28 percent were
retired in Australia.
Table 3 captures the results of t test of differences on mental health
measures between respondents who were working and those not working
by country. In Norway, respondents who were working had a signifi-
cantly lower mean score than those not working on the mental health
distress measure (p < 0.01), the PSW measure (p < 0.001), the social
loneliness measure (p ¼ 0.001), emotional loneliness measure (p < 0.02)
and overall loneliness (p < 0.001). There were small to medium effect
sizes recorded for these measures (0.237, 0.35, 0.496, 0.223,
0.40). Higher mean scores on these measures for respondents who
were not working indicate greater levels of mental health distress, lower
PSW, higher social loneliness, greater emotional loneliness and greater
overall loneliness. In the UK, there were no significant differences found
between respondents working and those not working on the mental
health distress measure and the emotional loneliness measure.
Significant differences were found in the UK between respondents work-
ing and those not working on the PSW measure (p < 0.05), social
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loneliness (p < 0.05) and overall loneliness (p < 0.01). The small effect
sizes recorded for these measures were 0.199, 0.23 and 0.258. These
working UK respondents had lower mean scores than UK respondents
not working on these three measures, indicating that employment can
lead to reporting greater PSW, less social loneliness and less overall
loneliness. In the USA, working respondents had significantly lower
mean scores on the mental health distress measure (p < 0.01), the PSW
measure (p < 0.01), the social loneliness measure (p < 0.05) and the
emotional loneliness measure (p < 0.01) than respondents not working.
Table 2: Cross country comparison for COVID-19 work situation changes, types of settings and
reasons not working.























129 (34.6) 199 (62.6) 415 (39.9) 12 (26.1)
Work partly at home
and partly at
workplace
82 (26.66) 38 (11.9) 187 (18.0) 13 (28.3)
Work primarily at
workplace
162 (43.4) 81 (25.5) 438 (42.1) 21 (45.7)
Work settings < 0.001
Health care 70 (18.2) 73 (18.9) 205 (16.2) 19 (24.1)
Trade industry
(e.g. retail)




6 (0.3) 3 (0.1) 23 (1.8) 1 (1.3)





23 (6) 26 (6.7) 109 (8.6) 6 (7.6)




Temporarily laid off 5 (1.9) 16 (5.8) 51 (5.2) 4 (4)
Dismissed or fired
from job
3 (1.2) 7 (2.6) 42 (4.3) 7 (7)
Retired 0 (0.0) 61 (22.3) 386 (39.5) 28 (28)
Recipient of disability
benefits
85 (32.7) 10 (3.6) 34 (2.1) 3 (3)
On medical leave 43 (16.5) 3 (1.1) 1 (0.1) 2 (2)
Recipient of worker’s
compensation
8 (3.1) 3 (1.1) 2 (0.2) 4 (4)
On parental leave 26 (10.0) 3 (1.1) 7 (0.7) 1 (1)
Student 2 (0.8) 95 (34.7) 178 (18.2) 20 (20)
Other 6 (23.8) 76 (27.7) 275 (28.2) 31 (31)
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The small effect sizes recorded for these measures included 0.146, 0.157,
0.122 and 0.153. There were not significant differences in the USA
between respondents working and those not working on the overall
loneliness measure. Respondents working in the USA reported more
mental health distress, less PSW, less social loneliness and greater emo-
tional loneliness than respondents not working did. In Australia, no sig-
nificant differences were emerged between respondents working and
those not working on the mental health measures.
The ANOVAs showed that working respondents significantly differed
by country on the self-report of mental health distress (F(3, 3,101) ¼
24.66, p < 0.001), PSW (F(3, 3,101) ¼ 23.63, p< 0001), social loneliness
(F(3, 3,171) ¼ 50.42, p < 0.001), emotional loneliness (F(3, 3,161) ¼
30.11, p < 0.001) and overall loneliness (F(3, 3,049) ¼ 45.18, p < 0.001).
Post hoc analyses showed that respondents working in the UK
(M¼ 19.21, SD ¼ 7.41) had significantly higher mean scores on the men-
tal health distress measure than respondents who were working in
Norway (M¼ 16.06, SD ¼ 8.08), the USA (M¼ 15.75, SD ¼ 6.95) and
Australia (M¼ 15.25, SD ¼ 7.14). On the PSW measure, post hoc analy-
ses showed that respondents working in Norway (M¼ 2.80, SD ¼ 0.97)
had significantly lower mean scores than respondents working in the UK
(M¼ 3.12, SD ¼ 0.83). In addition, working UK respondents (M¼ 3.12,
SD ¼ 0.83) had a significantly higher mean scores than respondents
working in the USA (M¼ 2.66, SD ¼ 0.92). Post hoc analyses on the so-
cial loneliness measure showed that respondents working in Norway
(M¼ 3.91, SD ¼ 2.78) had significantly lower mean scores than respond-
ents working in the UK (M¼ 5.18, SD ¼ 3.07) and the USA (M¼ 5.03,
SD ¼ 3.13). On the emotional loneliness measure, post hoc analyses
showed that respondents working in Norway (M¼ 5.85, SD ¼ 3.28) had
a significantly lower mean score than respondents working in the UK
(M¼ 7.18, SD ¼ 2.61). In addition, the respondents working in the UK
on this emotional loneliness measure had a significantly higher mean
score than respondents working in the USA (M¼ 5.75, SD ¼ 2.94) and
Australia (M¼ 5.60, SD ¼ 2.79). Post hoc analyses on the overall loneli-
ness measure showed that working respondents in Norway (M¼ 9.76,
SD ¼ 5.22) had significantly lower mean scores than respondents work-
ing in the UK (M¼ 12.36, SD ¼ 4.62). The working respondents in the
UK (M¼ 12.36, SD ¼ 4.62) had significantly higher mean score than the
working respondents in the USA (M¼ 10.80, SD ¼ 5.07).
No significant differences on the self-reported mental health measures
(mental distress (F(2, 1,640) ¼ 1.96, NS); PSW (F(2, 1639) ¼ 0.67, NS);
or the social loneliness (F(2, 1,634) ¼ 2.58, NS), emotional loneliness
(F(2, 1,632) ¼ 2.67, NS) and overall loneliness (F(2, 1,628) ¼ 0.06, NS))
measures based on type of work setting (primarily work at home, work
partly at home and partly at the workplace, work primarily at the work-
place) were noted for working respondents based on ANOVAs results.
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Significant differences on the self-reported mental health distress mea-
sure (F(5, 2,089) ¼ 21.39, p < 0.001), PSW measure (F(5, 2,088) ¼ 19.35,
p < 0.001), emotional loneliness (F(5, 2078) ¼ 32.78, p < 0.001), and
overall loneliness (F(5, 2,069) ¼ 9.81, p < 0.001) measures based on the
age of the working respondent were also found based on ANOVAs
results. On the mental distress measure, working respondents who were
younger than twenty-four years (M¼ 18.68, SD ¼ 6.75) and between
twenty-five and thirty-four years of age (M¼ 17.61, SD ¼ 6.24) had sig-
nificantly higher mean scores than did older respondents between fifty-
five and sixty-four years (M¼ 14.51, SD ¼ 6.09) and over sixty-five years
(M¼ 12.83, SD ¼ 5.43). For PSW, working older respondents with ages
fifty-five to sixty-four years (M¼ 2.33, SD ¼ 0.74) and over sixty-five
years (M¼ 2.26, SD ¼ 0.72) had significantly lower mean scores than
did younger respondents who were under twenty-four years old and
working (M¼ 3.11, SD ¼ 0.84), between twenty-five and thirty-four
years (M¼ 2.92, SD ¼ 0.78), between thirty-five and forty-four years
(M¼ 2.81, SD ¼ 0.82) and between forty-five and fifty-four years
(M¼ 2.65, SD ¼ 0.83). Respondents who were working and less than
twenty-four years of age (M¼ 7.4, SD ¼ 2.65), between twenty-five and
thirty-four years (M¼ 6.68, SD ¼ 2.54) and between thirty-five and
forty-four years (M¼ 6.02, SD ¼ 2.73) had significantly higher mean
scores on the emotional loneliness measure than did those respondents
who were working and aged forty-five to fifty-four years (M¼ 5.52, SD
¼ 2.77), fifty-five to sixty-four years (M¼ 5.07, SD ¼ 2.86) and over
sixty-five years (M¼ 4.49, SD ¼ 2.95). On the overall loneliness mea-
sure, younger respondents who were working less than twenty-four years
(M¼ 11.63, SD ¼ 4.76), between twenty-five and thirty-four years
(M¼ 10.78, SD ¼ 4.58), between thirty-five and forty-four years
(M¼ 10.45, SD ¼ 5.21) had significantly higher mean scores than did the
older respondents, between fifty-five and sixty-five years, who were
working (M¼ 9.10, SD ¼ 4.8) and over sixty-five years of age (M¼ 8.69,
SD ¼ 4.87).
The ANOVAs found that respondents not working also significantly
differed by country on the self-report of mental health distress (F(3,
986) ¼ 9.65, p < 0.001), PSW (F(3, 986) ¼ 10.3, p < 0.001), social loneli-
ness (F(3, 969) ¼ 6.82, p < 0.001), emotional loneliness (F(3, 958) ¼
9.38, p < 0.001) and overall loneliness (F(3, 955) ¼ 6.81, p < 0.001).
Respondents who were not working and lived in Norway (M¼ 16.06, SD
¼ 8.08) had a significantly lower mean score on the mental health dis-
tress measure than did respondents not working in the UK (M¼ 19.21,
SD ¼ 7.41). The respondents who were not working in the UK
(M¼ 19.21, SD ¼ 7.41) also had significantly higher mean score on the
mental health distress measure than did respondents not working in the
USA (M¼ 15.75, SD ¼ 6.94) and Australia (M¼ 15.25, SD ¼ 7.14). On
the PSW, the respondents not working in the UK (M¼ 3.12, SD ¼ 0.83)
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reported significantly a significantly higher mean score than respondents
not working in Norway (M¼ 2.80, SD ¼ 0.97) and the USA (M¼ 2.66,
SD ¼ 0.92). Respondents not working in Norway (M¼ 3.91, SD ¼ 2.78)
had a significantly lower mean score on the social loneliness measure
than did respondents not working in the UK (M¼ 5.18, SD ¼ 3.07) and
the USA (M¼ 5.03, SD ¼ 3.13). Respondents in the UK (M¼ 7.18, SD
¼ 2.61) who were not working had significantly higher mean score on
the emotional loneliness measure than did respondents in the other
three countries (Norway (M¼ 5.85, SD ¼ 3.28), USA (M¼ 5.75, SD ¼
2.94) and Australia (M¼ 5.60, SD ¼ 2.79)). On the overall loneliness
measure, respondents not working in the UK (M¼ 12.36, SD ¼ 4.62)
reported a significantly higher mean score than did those respondents
who were not working in Norway (M¼ 9.76, SD ¼ 5.22) and the USA
(M¼ 10.8, SD ¼ 5.07).
The ANOVAs examined the association of mental health measures to
reasons for not working. The reasons for not working for these analyses
included being laid off or dismissed, being retired, receiving benefits
(disability, medical leave, worker’s compensation, parental leave), being
a student and other reasons. Significant differences emerged between
reasons for respondents not working and the mental health distress mea-
sure (F(4, 1,475) ¼ 33.54, p < 0.001), PSW measure (F(4, 1,475) ¼ 36.9,
p < 0.001), emotional loneliness (F(4, 1,446) ¼ 31.35, p < 0.001) and
overall loneliness (F(4, 1,439) ¼ 12.66, p < 0.001). No significant differ-
ences on the means scores were noted for the social loneliness measure
based on reasons for not working. Respondents who were not working
and were retired reported lower mental health distress (M¼ 13.97, SD ¼
5.78) than respondents who were laid off/dismissed (M¼ 19.13, SD ¼
8.11), received benefits (M¼ 15.97, SD ¼ 7.59), had a student status
(M¼ 19.34, SD ¼ 7.24) or other reasons (M¼ 17.54, SD ¼ 6.92). On the
PSW measure, respondents who were not working and retired (M¼ 2.43,
SD ¼ 0.82) had significantly lower mean scores than respondents who
were laid off/dismissed (M¼ 3.06, SD ¼ 0.93), received benefits
(M¼ 2.84, SD ¼ 0.94), had a student status (M¼ 3.16, SD ¼ 0.81), or
other reasons (M¼ 2.91, SD ¼ 0.89). On the emotional loneliness mea-
sure, respondents who were laid off/dismissed (M¼ 6.67, SD ¼ 3.25), re-
ceived benefits (M¼ 5.79, SD ¼ 3.23), were students (M¼ 7.47, SD ¼
2.53), or were not employed for other reasons (M¼ 6.42, SD ¼ 2.81)
had a significantly higher mean score than respondents who were retired
(M¼ 5.07, SD ¼ 2.82). On the overall loneliness measure, respondents
who were retired (M¼ 9.85, SD ¼ 4.85) and those who were receiving
benefits (M¼ 10.02, SD ¼ 5.4) reported significantly lower mean scores
than those who were laid off/dismissed (M¼ 11.81, SD ¼ 5.32), students
(M¼ 12.29, SD ¼ 4.66) or were not employed for other reasons (¼11.19,
SD ¼ 5.04).
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Discussion
On most measures of mental health, employed respondents from all
four countries reported less mental health distress, higher levels of PSW
and lower levels of overall loneliness, emotional loneliness and social
loneliness than the respondents who were not employed. This finding is
consistent with findings from early COVID-19 studies (Saxena and
Gautam, 2020; Ruffolo et al., 2021).
Most of the respondents who were employed worked primarily at
home in the UK and in Norway, the USA and Australia; respondents
who were employed worked primarily at the workplace. This difference
in where respondents worked (at home or the workplace) reflects the
different levels of restrictions in place in each of the countries due to
the COVID-19 pandemic at the time of the survey. In the UK, more re-
strictive ‘lock down’ and ‘stay-at-home’ orders were in place at the time
of this survey when compared with Norway, Australia and the USA.
The deaths per million due to COVID-19 in the UK (1909.84) were
much higher than in Australia (35.88) and Norway (147.53) (Statista,
2021). Whilst the deaths per million due to COVID-19 in the USA
(1819.52) was similar to the UK (1909.84), the ‘stay-at-home’ policies
varied based on what state an individual resided (Statista, 2021). It is im-
portant to note that there were no significant differences on the mental
health measures based on whether respondents worked primarily at
home, partly at home and partly at the workplace or primarily at the
workplace. In an earlier study of the COVID-19 pandemic (Ruffolo
et al., 2021), respondents who were working—remotely had better mental
health than those working at the workplace. Possibly, people were more
concerned about infection in the early days of the pandemic, and those
who had to show up at work then were more concerned about the risk
they were exposed to, compared with those working from home. The lack
of adequate supplies of personal protective equipment (PPE) at many
workplace sites at the start of the pandemic in the four countries may
have also contributed to people working remotely reporting better mental
health than those working at the workplace. This may logically explain
better mental health amongst those working from home in the first stage
of the pandemic. Nine months later, this difference was no longer present.
It is possible that, nine months later, people may have become confident
that they were able to be at work whilst still maintaining a secure physical
distance to other people, less worried about the infection rates. This
change could also be related to the setting where a majority of the
respondents in this study were working (health care, education or other
work). Government programmes that provided easy access to COVID-19
testing, adequate PPE supplies and lessening of restrictions related to
social distancing may also have contributed to this change.
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It is interesting to note that on measures of mental health, respond-
ents from the UK who were working reported significantly higher levels
of mental distress and lower psychological well-being than did respond-
ents from Norway and the USA who were working. The government in
the UK imposed more restrictions related to social distancing and ‘lock-
downs’ for longer periods than did respondents from the USA, even
though the infection and death rates from COVID-19 were high in both
countries. Prolonged social isolation in the UK seems to be associated
with higher levels of mental distress and this finding is consistent with
earlier studies (Godinc et al., 2020; Saxena and Gautam, 2020).
For younger respondents (less than thirty-four years) who were work-
ing, they reported higher levels of mental distress, lower psychological
well-being and high levels of emotional loneliness than did older
respondents (greater than fifty-five years) who were working. This find-
ing may be related to younger workers feeling more financial uncer-
tainty and experiencing more financial stress than older workers who are
more established in the work setting.
Amongst the total sample who were not working, respondents who
were retired had better mental health than the respondents who were
not working for other reasons. Students and respondents who were laid
off/dismissed appear to experience higher levels of mental health dis-
tress, lower PSW, higher levels of emotional loneliness and higher levels
of overall loneliness during this COVID-19 pandemic when compared
with respondents who were retired or had benefits. With the pandemic
outbreak, students had to leave campus and were required to stay away
from their student peers. Being laid off/dismissed is also an abrupt and
negative change in social life, with financial concerns added. On the
other hand, respondents who were already retired or on disability bene-
fits may not have experienced such a drastic change in their daily lives,
and income prospects are probably not changed. Ensuring that mental
health services are targeted to these two groups will be important as
the current environment continues to create uncertainty for these
respondents.
It is also important to note that respondents in Norway, the USA and
Australia who were working reported worrying less about their own situ-
ation, their own health and financial situation than did respondents who
were not working in those countries. The respondents from the UK who
were working were just as worried about their own situation, their own
health and financial situation as were the respondents who were not
working. Employment often buffers against various types of stress.
Whilst it appears to function as a buffer in most countries, it does not
do so in the UK. Possibly, buffering effects may not be valid under all
circumstances. For example, levels of stress can become so high that
having a job is no longer a remedy or comfort. In support of this reason-
ing, the GHQ scores were found to be significantly higher amongst the
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UK respondents, compared with respondents from all other countries
(almost two points higher than USA, where stress levels come closest to
UK). In addition, the level of stress may be related to the confidence
that individuals have in their government to effectively handle the
COVID-19 pandemic. In a study conducted by Szmigiria (2021), 37 per-
cent of participants from the UK reported having confidence in their
government’s ability to meet the challenges of the COVID-19 pandemic
compared with the early phase of the pandemic (65 percent confidence).
For social workers and other service professionals, this study raises
important policy and practice challenges in trying to meet the mental
health needs of individuals during a pandemic where social distancing
and safety protocols need to be in place to not only address the needs of
individuals receiving social services or mental health services but also
for the professionals serving this population. Changes in work situations,
closure of ‘non-essential’ businesses and educational sites (e.g. day-cares,
schools, universities) and restrictive social distancing practices due to the
COVID-19 pandemic over time created high levels of stress, anxiety and
loneliness for many individuals who may not have been involved in the
mental health services prior to the pandemic. Providing individuals with
access to crisis hot lines and tele-mental health services are critical
during this pandemic period when access to social networks is limited.
Social workers and other service professionals partnering with work set-
tings, local communities and governmental systems to promote mental
health and substance abuse prevention efforts may help address anxiety,
depression, family stress and the increases in suicide that are arising
during the COVID-19 pandemic.
Study limitations
The study used well-tested questionnaires to measure mental health, as
well as, measures that were developed by the study team to address
pandemic-related concerns. The mental health measures did not focus
on assessing specific mental health disorders but overall mental health
and psychological well-being. Whilst the newly developed measures
around pandemic concerns appear to be clear and simple to understand,
they are, new and untested measures and any interpretation of the
results need to consider this fact.
Since the primary method of outreach to potential respondents in-
volved, the use of social media, it is important to not generalise the
results to the general population since respondents only included indi-
viduals who use social media. Women and persons with higher levels of
education were a greater proportion of this sample than in the general
population. The relatively large sample and the cross-national








/bcab177/6354859 by guest on 19 August 2021
composition of the sample may reduce demographic bias, which is a
strength of this study (Brouwer et al., 2020).
The four countries in this study had different levels of infection and
death rates due to COVID-19 at the time of the survey with two coun-
tries, the UK and the USA, having many more individuals who died
from the COVID-19 infection and who were infected with COVID-19
when compared with Norway and Australia. In addition, the UK and
Norway implemented more restrictive policies that resulted in longer
‘lock down’ periods than in the USA. These differences between the
countries may have influenced the study results.
Next steps
For social workers and other service providers, the study findings sup-
port monitoring the overall mental health of individuals who are work-
ing and, in particular, those who are not working. Worries about health
and financial situations are associated with lower levels of mental health.
Exploring the long-term impacts on the mental health of students and
those currently laid off or dismissed from a job will also be important,
especially as the countries focus on recovering from the pandemic. The
changes in work-life balance for many individuals, financial uncertainty
and the increases in social isolation due to ‘lock down’ or ‘stay at home’
practices have increased mental distress in individuals who are working
and those who are not working. Social workers and other service pro-
viders need to advocate for resources to enhance access to mental health
and substance abuse services and to work on policies to sustain these
efforts over time.
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Aalto, A.-M., Elovainio, M., Kivimäki, M., Uutela, A. and Pirkola, S. (2012) ‘The
Beck Depression Inventory and General Health Questionnaire as measures of de-
pression in the general population: A validation study using the Composite
International Diagnostic Interview as the gold standard’, Psychiatry Research,
197(1–2), pp. 163–71.
Adlaf, E. M., Gliksman, L., Demers, A. and Newton-Taylor, B. (2001) ‘The preva-
lence of elevated psychological distress among Canadian undergraduates: Findings
from the 1998 Canadian Campus Survey’, Journal of American College Health,
50(2), pp. 67–72. doi:10.1080/07448480109596009.
Bonsaksen, T., Opseth, T. M., Misund, A., Geirdal, A. Ø., Fekete, O. R. and Nordli,
H. (2019) ‘The de Jong Gierveld Loneliness Scale used with Norwegian clubhouse
members: Psychometric properties and associated factors’, International Journal of
Psychosocial Rehabilitation, 22(2), pp. 88–100. http://hdl.handle.net/11250/2603057
(accessed January 15, 2021).
Brouwer, R., Veldhuisen, D. and Boer, R. (2020) ‘Surviving the first COVID-19 wave
and learning lessons for the second’, European Journal of Heart Failure, 22(6), pp.
975–7. doi:10.1002/ejhf.1938.
Cohen, J. (1992) ‘A power primer’, Psychological Bulletin, 112(1), pp 155–159. https://
doi.org/10.1037/0033-2909.112.1.155 (accessed July 10, 2021).
CPA Practice Advisor. (2020) Covid-Normal: Worker Stress, Work/Life Balance and
Productivity Start to Stabilize, Cygnus Business Media (Ft. Atkinson, WI) https://
www.cpapracticeadvisor.com/payroll/article/21140924/covid-normal-worker-stress-
worklife-balance-and-productivity-start-to-stabalize (accessed July 10, 2021).
de Jong Gierveld, J. and van Tilburg, T. (2006) ‘A 6-item scale for overall, emotional,
and social loneliness. Confirmatory tests on survey data’, Research on Aging,
28(5), pp. 582–98.
Firth, J. (1986) ‘Levels and sources of stress in medical students’, British Medical
Journal, 292(6529), pp. 1177–80.
Godinic, D., Obrenovic, B. and Khudaykulov, A. (2020) ‘Effects of economic uncer-
tainty on mental health in the COVID-19 pandemic context: Social identity distur-
bance, job uncertainty, and psychological well-being model’, International Journal
of Innovation and Economic Development, 6(1), pp. 61–74. DOI:
10.18775/ijied.1849-7551-7020.2015.61.2005c.
Goldberg, D., Gater, R., Sartorius, N., Ustun, T. B., Piccinelli, M., Gureje, O. and
Rutter, C. (1997) ‘The validity of two versions of the GHQ in the WHO study of
mental illness in general health care’, Psychological Medicine, 27(1), pp. 191–7.
Goodwin, L., Ben-Zion, I., Fear, N. T., Hotopf, M., Stansfeld, S. A. and Wessely, S.
(2013) ‘Are reports of psychological stress higher in occupational studies? A sys-
tematic review across occupational and population based studies’, PLoS One,
8(11), pp. e78693.
Gorter, R., Freeman, R., Hammen, S., Murtomaa, H., Blinkhorn, A. and Humphris,
G. (2008) ‘Psychological stress and health in undergraduate dental students: Fifth
year outcomes compared with first year baseline results from five European dental
schools’, European Journal of Dental Education, 12(2), pp. 61–8.
Gostin, L. (2006) ‘Public health strategies for pandemic influenza: Ethics and the
law’, Journal of the American Medical Association, 295(14), pp. 1700–4.








/bcab177/6354859 by guest on 19 August 2021
Kaasa, S., Mastekaasa, A. and Naess, S. (1988) ‘Quality of life of lung cancer patients
in a randomized clinical trial evaluated by a psychosocial well-being question-
naire’, Acta Oncologica, 27(4), pp. 335–42.
Kawohl, W. and Nordt, C. (2020) ‘COVID-19, unemployment and suicide’, Lancet,
7(5), pp. 389–90.
Mathur, A. (2020) ‘Why corporates want to go back to office and not work from




Østertun Geirdal, A., Ruffolo, M., Leung, J., Thygesen, H., Price, D., Bonsaksen, T.
and Schoultz, M. (2021) ‘Mental health, quality of life, wellbeing, loneliness and
use of social media in a time of social distancing during the COVID-19 outbreak.
A cross-country comparative study’, Journal of Mental Health, 30(2), pp. 148–55.
Rodriguez-Sanchez, J., Gonzalez-Torres, T., Montero-Navarro, A. and Gallego-
Losada, R. (2020) ‘Investing time and resources for work-life balance: The effect
on talent retention’, International Journal of Environmental Research and Public
Health, 17(6), pp. 1920.
Ruffolo, M., Price, D., Schoultz, M., Leung, J., Bonsaksen, T., Thygesen, H. and
Ostertun Geirdal, A. (2021) ‘Employment uncertainty and mental health during
the COVID-19 pandemic initial social distancing implementation: A cross-national
study’, Global Social Welfare, 8(2), pp. 141–50.
Saxena, A. and Gautam, S. (2020) ‘Employee mental well-being amidst Covid-19:
Major stressors and distress’, Journal of Public Affairs, Nov. 20: 2552. https//doi.
org/10.1002/pa.2552 (accessed January 10, 2021).
Sasaki, N., Kuroda, R., Tsuno, K. and Kawakami, N. (2020) ‘Workplace responses to
COVID-19 associated with mental health and work performance of employees in
Japan’, Journal of Occupational Health, 62(1), pp. e12134. 10.1002/1348-9585.12134
(accessed January 10, 2021).
Siddiquei, M. I. and Khan, W. (2020) ‘Economic implications of coronavirus’, Journal
of Public Affairs, 20(4), pp. e2169. 10.1002/pa.2169 (accessed January 10, 2021).
Szmigiria, M. (2021) Confidence in Governments to Effectively Deal with the
Coronavirus 2021, by Country, available online at: https://www.statista.com/statis
tics/1222610/confidence-in-governments-to-effectively-deal-with-coronavirus-2021-
by-country/ (accessed May 11, 2021).
Statista. (2021) Coronavirus (COVID-19) Deaths Worldwide per One Million
Population as of June 15, 2021, by Country, available online at: https://www.sta
tista.com/statistics/1104709/coronavirus-deaths-worldwide-per-million-inhabitants/
(accessed May 11, 2021).
World Health Organization. (2020) Infection Preventions and Control during Health
Care When COVID-19 Is Suspected, available online at: https://www.who.int/publi
cations-detail/infection-prevention-and-control-during-health-care-when-novel-coro
navirus-(ncov)-infection-is-suspected-20200125 (accessed May 11, 2021).








/bcab177/6354859 by guest on 19 August 2021
